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Abstract
The number of America’s mental health courts has grown significantly over the course of the past 15 
years. Mental health courts can be seen as a form of therapeutic jurisprudence where the court 
implements therapeutic interventions, case management and treatment (Palermo, 2010). A mental 
health court was established in Clark County during 2003. Its mission is to promote engagement in 
treatment, improve quality of life, decrease recidivism, and increase community safety and 
awareness (Glass, 2008). 
The focus of the evaluation of the Clark County Mental Health Court, limited to performance 
measures related to the decreased recidivism by its clients and graduates, provides an incomplete 
assessment of the program’s outcomes. The goal of this research is to develop a comprehensive set 
of outcome measurements to more fully reflect the impact the court program has for the client, the 
criminal justice system, and our community.
Introduct ion
The number of jail and prison inmates with mental illness is increasing dramatically and is 
having a significant impact on the criminal justice system. At midyear 2005 more than half of 
all prison and jail inmates had a mental health problem, including 705,600 inmates in State 
prisons, 78,800 in Federal prisons, and 479,900 in local jails. These estimates represented 56% 
of State prisoners, 45% of Federal prisoners, and 64% of jail inmates (James & Glaze, 2006). 
Numerous studies of estimated prevalence rates for mentally ill inmates provides evidence for 
what jail staff already know to be true: the volume of inmates entering jails with serious 
mental illnesses is substantial (Steadman, Osher, Robbins, Case, & Samuel, 2009).
Previous studies have concluded that deinstitutionalization set the stage for increasing
numbers of mentally ill persons to enter the criminal justice system (Lamb, & Weinberger, 
1998). Treatment advocates and sheriffs agreed that, “emptying America’s mental hospitals 
without ensuring that the discharged patients received appropriate treatment in the community 
has been an egregious mistake” (Torrey, Kennard, Eslinger, Lamb, & Pavle, 2010). The 
nation’s aggressive and punitive anti-crime policies, including its “war on drugs,” have also 
contributed to the number of mentally ill in prison. These tough-on-crime approaches 
dominant in U.S. criminal justice policy have resulted in a quadrupling of prison and jail 
populations in three decades (Fellner, 2000).
In America the odds of a seriously mentally ill individual being in jail or prison compared to a 
hospital in 2004 was 3.2 to 1. The situation for Nevada’s mentally ill is much worse (50th in 
the nation) than the national average. There were 9.8 seriously mentally ill persons in jail or 
prison for every one in a hospital (Torrey, Kennard, Eslinger, Lamb, & Pavle, 2010). It can be 
argued that the situation faced by individuals with serious mental illnesses today is remarkably 
similar to individuals with serious mental illnesses in the 1840s—a shortage of psychiatric 
beds and an abundance of jail and prison cells. If Dorothea Dix came back today, she would 
feel right at home (Torrey, Kennard, Eslinger, Lamb, & Pavle, 2010) (See Figure 1).
There is a broad consensus that jails are not the optimal setting to provide acute psychiatric 
treatment (Steadman, Osher, Robbins, Case, & Samuel, 2009). Further, the prison and jail 
environments are not conducive to effective treatment for many mental health clients. The 
increase in the mentally ill population is also creating challenges for prison and detention 
staffs. Because of their impaired thinking, many inmates with serious mental illnesses are 
major management problems (Torrey, Kennard, Eslinger, Lamb, & Pavle, 2010).
A Harvard Civil Rights-Civil Liberties Law Review article indicated that the most effective 
way to ensure that the rights of mentally ill offenders are protected is to try to keep them out of 
prison in the first place. Placing the mentally ill in a brutal environment that they are not 
equipped to navigate without the aid of robust mental health services promotes neither 
rehabilitation nor prison security (Fellner, 2006).
These social trends of the late-twentieth century have led professionals in the mental health 
and the criminal justice systems to work with advocates for the mentally ill to develop 
strategies aimed at addressing the alarming concerns. The emergence of the mental health 
court strategy in pioneering jurisdictions began with Broward County, Florida, where the idea 
was first implemented in June 1997 (Goldkamp, & Irons-Guynn, 2000).  
Mental health courts are a recent phenomenon and require collaboration and consideration 
from practitioners in both the criminal justice and mental health fields. Mental health courts 
typically involve judges, prosecutors, defense attorneys, and other personnel who have 
expressed an interest in or possess particular mental health expertise. The courts generally deal 
with nonviolent offenders who have been diagnosed with a mental illness or co-occurring 
mental health and substance abuse disorders. Today, more than 150 of these courts exist, and 
more are being planned (Office of Justice, 2011). Advocates argue that the criminal justice 
system should expand the use of Mental Health Courts, which essentially give offenders a 
choice between following a treatment plan or going to jail (Torrey, Kennard, Eslinger, Lamb, 
& Pavle, 2010).
The Clark County Mental Health Court was established in December 2003. According to 
testimony provided by Judge Glass in 2008 the Clark County Mental Health Court is a multi-
jurisdictional, community-based program that provides court supervision and services to 
mentally ill offenders through cooperation of state, county, and local non-profit service 
agencies to promote engagement in treatment, improve quality of life, decrease recidivism, 
and increase community safety and awareness (Glass, 2008). 
There were 100 clients (full capacity) in the program as of April 1, 2011 with a waiting list of 
ten and an additional 15 referrals awaiting assessment by Court staff.  The Court accepts 
clients with an Axis I diagnoses meets the state criteria for “serious and/or persistent mental 
illness” (Palermo, 2010). The Clark County Mental Health Court provides court supervision 
and treatment services to mentally ill offenders (Palermo, 2010).
In closing, a quote from one of the Court’s earliest graduates, Henry Merrile Pruneau II, from 
his hospice bed, “Graduating from Mental Health Court made me the happiest man in the 
world…I don’t want my peers to remember me for the cancer I am battling right now, I want 
them to remember the tools I used for my mental illness and addiction recovery and to use 
those same tools to walk in my footsteps. I love you all, keep up the good work and stay on the 
path to recovery” (Pruneau, 2010)
(Torrey, Kennard, Eslinger, 
Lamb, & Pavle, 2010)
(Steadman, 2005) (Almquist, & Dodd, 2009)
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Outcome-Based Evaluation Model
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Component Outcome Outcome Measurements
Recidivism Clients and graduates will be 
less involved in criminal activity 
and will have fewer interactions 
with the criminal justice system.
- Comparative analysis of arrests and days in jail. 
- Comparative analysis of frequency of court appearances and failure to appears.
- Clients consent to random drug tests while in the program and follow-up test. 
Mental Health As a result of the treatment 
received in MHC, clients and 
graduates will experience 
improved mental health.
- Comparative analysis of mental health hospitalizations and lengths of stay. 
- Comparative analysis of the Brief Psychiatric Rating Scale-Anchored Version 
(BPRS) to assess and monitor the clinical status of client. (1)
- Client self reporting on changes in the frequency and severity of symptoms.
- Client maintains compliance with medication treatment plans.
- Client’s participation in self-help or support groups.
Independent Living 
Skills
Intensive case management will 
result in clients and graduates 
developing and maintaining 
independent living skills and an 
improved quality of life.
- Comparative analysis of number of length of client’s periods of homelessness. 
- Client’ s income level from employment or assistance.
- Client’s improved understanding of applicable practical life skills as measured 
by pre- and post-testing of a Practical Skills Test.
Substance Abuse Clients and graduates will 
develop skills and support 
systems to abstain or minimize 
use of alcohol and other non-
prescribed mood altering drugs.
- Comparative analysis of arrests and days in jail for substance abuse related 
offenses. 
- Client’s continued participation in support groups (AA, NA).
- Comparative analysis of client’s self-reporting on substance use.
- Clients consent to random drug tests while in the program and follow-up test. 
Social Functioning Clients and graduates of MHC 
will possess an enhanced 
capacity to interact in the 
normal or usual ways in society.
- Comparative analysis of an assessment tool such as the Global Assessment of 
Functioning (2), the Social, Occupational Functioning Assessment Scales(3), Social 
Adjustment Scale Self-Report(4), or the Social Adaptation Self-Evaluation Scale(5). 
- Client’s self-reporting on how well they are functioning in the community.
(1) The BPRS was designed to measure change across groups of individuals to evaluate outcomes and assess change resulting from treatment (Boothroyd, Mercodo, Poythress, Christy, 
& Petrila, 2005). The reliability and validity of the BPRS have been well documented across studies (Faustman & Overall, 1999).
(2) The GAF scale is for reporting the clinician's judgment of the individual's overall level of functioning (American Psychiatric Association , 2000).
(3) The SOFAS assessment of patient social and occupational functioning and monitoring of change (American Psychiatric Association , 2000).
(4) The SASSR is a self-report scale that measure instrumental and expressive role performance over the past 2 weeks  (Weissman , Olfson , Gameroff , Feder, & Fuentes, 2001).
(5) The SASES is a 21-item self-rating scale developed to detect presumed treatment differences in social motivation and behavior that may not be discernible in psychiatric assessment 
(Weissman , Olfson , Gameroff , Feder, & Fuentes, 2001).
